Male Involvement in Prevention of Mother to Child Transmission (PMTCT) and Associated Factors in Ambo Town, Ethiopia by Gamshe, Eriste Nugusa
Journal of Medicine, Physiology and Biophysics                                                                                                                              www.iiste.org 
ISSN 2422-8427     An International Peer-reviewed Journal  
Vol.66, 2020 
 
30 
Male Involvement in Prevention of Mother to Child Transmission 
(PMTCT) and Associated Factors in Ambo Town, Ethiopia 
 
Eriste Nugusa Gamshe ((BSN, MSC/MRH)1  
Dereje Bayissa Demissie (BSN, MSC/MRH, Ass’t Professor) 1*  
*Corresponding Author and Principal Investigator, 
1Saint Paul’s Hospital Millennium Medical College 
 
Abstract  
Introduction: Globally, male partner involvement has been recognized as a priority focus area to be strengthened 
in PMTCT; as it decreases the risk of MTCT and HIV related deaths. It also has great contribution in ensuring 
PMTCT service uptake among mothers and in ensuring survival of infants born to HIV-positive mothers. But the 
male partners’ involvement in PMTCT remains to be challenge in most low-middle income countries including 
Ethiopia and less is known about the reasons for the less or non-involvement of male partners in the service receipt. 
This study, therefore, was aimed at identifying factors associated with male partners’ involvement in PMTCT. 
Methods: A community based cross-sectional study was employed among men whose wife had given birth to at 
least one child, whose age less than 2 years at the study period, in West Shoa zone Ambo town. A simple random 
sampling was used to get the total of 374 male participants. The returned questionnaires were checked for 
completeness, cleaned manually, coded and entered into EPI INFO 7.1.6 version and transferred to statistical 
Package for Social Sciences 23.0 for further analysis. Bivariate and multivariable logistic regressions analysis was 
used to identify factors associated with factors associated with male partners’ involvement in PMTCT at AOR 
with 95%CI to controlled effects of possible confounders from final model. Results: Only less than half; 
159(42.5%)  with 95% CI; (37.7-47.6) of husbands got involved in the reception of HIV testing, counseling and 
caring services during ANC. Male partners undertake the birth preparedness and complication readiness (AOR= 
2.09, 95% CI (1.13-3.9), male involved in ANC [AOR=30.02, 95% CI (13.51-66.69)] and those  had good 
knowledge on obstetric danger signs [AOR=2.987,(1.61-5.55)] more likely to get involved in PMTCT. Conclusion 
and recommendation: Male involvement in PMTCT program was found to be low in the study area. Male involved 
in ANC, participated in birth preparedness-complication readiness measures and having good knowledge on 
obstetrics danger signs were identified factors associated with male partner involvement in PMTCT. Finally, 
therefore, promotion of male partners’ involvement in ANC as well as enhancing community based couples HIV 
testing and counseling are recommended as essential measures in fostering male partner involvement in PMTCT.  
Keywords: male partner involvement PMTCT 
DOI: 10.7176/JMPB/66-04 
Publication date:June 30th 2020 
 
Introduction  
Human Immune Virus infection is globally pandemic with worldwide high prevalence rate and remaining to be 
major barrier to community development. Globally, there appear to be huge differences in both the prevalence and 
incidences of HIV infection. At the end of 2014, the global estimate of  total HIV‐positive infections was 35 million 
people; nearly two‐thirds (67%) of which were in sub‐Saharan Africa (1). However, the prevalence of HIV among 
pregnant women vary from region to region in sub-Sahara Africa; the prevalence is publicly significant. In Nigeria 
more than quarter of pregnant women (26.4%) are  HIV positive (2), while HIV prevalence among pregnant 
women in Kenya is 6.9% (3) and in Ethiopia it is 4.2% (4);  unlike the middle income countries such as Brazil 
where the prevalence  among pregnant women is less than 1% (5) 
Despite widespread use of Antiretroviral Therapy (ART) by pregnant women living with HIV, the rate of 
MTCT of HIV in low-middle income countries including Ethiopia is still higher. In Ethiopia, among children born 
to HIV infected mothers 3.8%- 18% are tested to be positive for HIV (6-9);  where the prevalence of MTCT  of 
HIV in India is 7.8% (10). The mother to child transmission (MTCT) of HIV in these regions is highly attributable 
to low partner involvement in PMTCT, poor ART adherence, low antenatal uptake, home delivery, mixed feeding 
during the first 6 months and extended breastfeeding to infants. However, in most of the cases male partners (men) 
play a key role in decision making  for women  access to health service including maternal health care (11).Male 
partner involvement in the perinatal care has significant effect on improving all perinatal care uptake, 
breastfeeding and even new born survival in Ethiopia, as well in other sub-Saharan Africa countries (12, 13). 
Whereas, only about 35%-50% of pregnant women, in Africa including Ethiopia,  are accompanied  to ANC by 
their partner (14, 15).  
Therefore, a male partner involvement refers to full engagement of husband/spouse in the reception of health 
care such as HIV test and treatment; during maternal health care including the PMTCT service. Globally, male 
partner involvement has been recognized as a priority focus area to be strengthened in PMTCT (16). Similarly, the 
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4-pronged WHO strategies for PMTCT promotes involvement of both partners; starting from the primary 
prevention throughout the care and treatment of HIV positive woman’s family. Male partner involvement in 
PMTCT decreases the risk of mother to child transmission of  HIV and HIV related deaths by 4 folds (17). It also 
has great contribution in enhancing the PMTCT service uptake among HIV positive mothers; as well in ensuring 
survival of infants born to HIV-positive mothers (17, 18). As well,  HIV positive women whose male partner are  
involved in PMTCT are 3.51 times more likely to adherer to ART uptake, compared to those whose partners have 
no engagement in PMTCT (19).  And so, none or less participation of male partners in PMTCT has impact on 
disease progression among the women, increases the risk of MTCT and generally positively influences the 
increment of HIV related challenges. While,  in sub-Saharan Africa, where PMTCT and other HIV care services 
are provided in >80% of health facilities, less attention is paid to strategies promoting the involvement of high risk 
groups including partners of HIV positive pregnant women, in the reception of preventive services including 
screenings at PMTCT units together with their wives or fiancée (20). And also, male partners screening  in the 
context of PMTCT remains to be challenge in most low-middle income countries including Ethiopia, where in 
male partner involvement is as low as of 20.9%  (16). In Ethiopia, where the proportion of men who have been 
tested for HIV is as low as of 15% (21) especially in rural area, the male partner reception of HIV testing and 
counseling  also remained to be low where only one fourth (24.7%) of mothers have their partners screened for 
HIV at ANC (22).  The male partner involvement in PMTCT is found to be less in low-middle income countries 
including Ethiopia where only about 40%-50% of women have their partners participate in PMTC (23, 24). 
However, great effort is put on strengthening the PMTCT services among HIV positive women in Ethiopia, less 
is known about the reason for the less or non-involvement of male partners in the service. So in general as the male 
partners involvement in PMTCT plays a key role in improving maternal perinatal and PMTCT services uptake and 
in reducing MTCT; it is worthy first to recognize reasons contributing to the none engagement of this group of a 
society. This study therefore was aimed at factors associated with male partners’ involvement in PMTCT. With 
the purpose of giving a direction to work up on designing the necessary strategies which promote male partners 
involvement for the betterment of PMTCT outcome.    
 
Methods  
Study settings and Design 
The study was conducted in Ambo town from January 01 to January 24, 2015 West Shoa zone Oromia regional 
state. During the study period, the zone has 5 hospitals, 88 health centers and 443 health posts with 93% of potential 
health service coverage. Ambo town has a total of three Keble’s. A total of 776,754 individuals are living in Ambo 
Town (2007 CSA).From the total populations 28, 012 were males and 28,742 were females. One zonal hospital, 
two public health centers, one public MCH clinic and 15 private clinics provides health services for ambo town 
community. 
All married/cohabiting males of household heads, whose wives had given birth to at least one child whose 
age less than 2 years of the study period and those who lived in Ambo Town for 6 months prior to data collection 
period. The sample size was computed to be 385, by using single population proportion formula and by taking p -
value to be 60.4% (25) with a confidence level of 95% and marginal error of 5% by considering the 5% of none 
response rate. The houses holds with married male house heads whose wives had given birth within two years of 
the data collection period were identified and given codes Numbers) by a community survey. Sampling frame had 
been prepared by entering the number coded into SPSS version 20.0. Finally, the households were selected by 
using simple random sampling using computer generated household numbers.  
Study design: A community based cross-sectional study design with quantitative data collection method was 
employed. Inclusion criteria were all married/cohabiting male of household head whose wife had given birth to at 
least one child in the last 2 years in the study area and living in Ambo Town for 6 months prior to data collection. 
 
Data management and data analysis  
The data collection too was adapted from the survey tools developed by JHPIEGO Maternal and Neonatal Health 
Program(26) and from reviews of different relevant literatures and variables identified to be measured. After 
undertaking pretest and modifying the questionnaire, a face to face interview had been undergone on the selected 
male participants, by trained data collectors.  In this study male partner involvement was defined as the act of 
males, whereby they accompanied their female partners during ANC and received preventive services including 
HIV testing and counseling services in the context of PMTCT.  
The returned questionnaires were checked for completeness, cleaned manually, coded and entered into EPI 
INFO 7.1.6 version and transferred to statistical Package for Social Sciences 23.0 for further analysis. Bivariate 
and multivariable logistic regressions analysis was used to identify factors associated with factors associated with 
male partners’ involvement in PMTCT at AOR with 95%CI to controlled effects of possible confounders from 
final model.  
Ethical clearance was obtained from Ambo University College of Medicine and Health Sciences Ethical 
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Committee. Letter of cooperation was written from Ambo town city administration, to all concerned bodies. The 
study participants also had provided verbal consent after being informed about the study objectives.  
 
Result  
Out of 374 husbands with wife in the reproductive age who had less than two years child were interviewed in 
ambo town with response rate of 97% (374/385). 
 
Socio demographic characteristics 
The mean age of study participant was 31.93 ± 7.12 years, with the age range of 17 to 60 years. Most of the 
respondents 319 (85.3%) belongs to Oromo ethnic group followed by Amhara, which was 43(11.5%). Almost all 
339 (90.6%) of the participants attended formal education where, 165(44.1%) were with diploma and above 
educational status. Occupationally; most 159(42.5% were private workers followed by government employees 
138(36.9%) as shown in (Table 1). As of the wives’ age at their marriage; about quarter 92(24.6%) got married at 
early age before 18 years, with mean marital age of 21.32 (SD ± 3.66years) and about 2 in 3 wives of the 
participants [240(64.2%)] were married by the age of 18-25years. Only 1 was 35 years old at marriage.  
Table 1: Sociodemographic characteristics of 374 husbands with wife in the reproductive age who had less than 
two years child in Ambo Town, Oromia regional state, Ethiopia 2015 
Socio-demographic variables Categories Frequency(n) Percent 
(%) 
Age(n = 374) ≤20 years 13 3.50 
20-30years 253 67.6 
≥30+ years 108 28.9 
Mean  age of  31.93±7.12 Std. Deviation 
  
Ethnicity (n = 374) Oromo 319 85.3 
Amhara 43 11.5 
Others(Tigre, and Gurage) 12 3.2 
Educational status  (n =374) Illiterate 18 4.8 
Read and write  17 4.5 
Primary and secondary (1–8) 82 21.9 
High school and preparatory school(9–12) 92 24.6 
College and above 165 44.1 
Occupation (n =374) Government 138 36.9 
Merchant 77 20.6 
Private 159 42.5 
Maternal first marriage age (n 
= 374) 
≤18 years 92 24.6 
18.1-25years 240 64.2 
21.5-30 33 8.8 
30.1-35 9 2.4 
Mean 1st mar age of 21.32 ± 3.66 Std. 
Deviation, ranging from 12 to 35yrs 
  
Birth order/parity (n = 374) 1year 144 38.5 
2-4years  205 54.8 
>4 year 25 6.7 
 
Participation and attitude on partner involvement in perinatal care, and awareness on danger signs 
As of the attitude of male partners towards involvement in ANC, about three fourth; 276(73.8) had positive attitude 
to accompany wives/or female partner during ANC. whereas; only half 184(49.2%) and 224 (59.9%) respond they 
had participated in birth preparedness and complication readiness and antenatal care respectively. Similarly, 
slightly more than half 210(53.7%) knew about obstetric danger signs as detailed in (Table 2).  
Ethnic group, educational status and occupation of the male partner were the three sociodemographic 
characteristics identified to have strong association with ANC involvement of partners. According to this study 
being Amhara [AOR= 0.355, 95% CI (0.170-0.741)] and Tigre [AOR= 0.140, 95% CI (0.333-0.601)] ethnic group 
was less likely to be involved in ANC as compared to Oromo.  
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Table 2: Participation and attitude on partner involvement in perinatal care, and awareness on danger signs; among 
husbands with reproductive age women who had children less than 2 years of age, Ambo Town, Oromia regional 
state, Ethiopia 2015 (n=374) 
Variables Category  Frequency(n) Percent 
(%) 
95% confidence 
interval  
Attitude husbands should accompany their 
wives to ANC: 
 n=374 
 
 
Favorable/positive 
attitude  
98 26.2 
(21.7-30.7) 
Negative  276 73.8 (69.3-78.3) 
Knowledge about danger signs in 
pregnancy/delivery: 
 
No  
 
173 
 
46.3 
 
(41.2-51.6) 
yes 210 53.7 (48.4-58.8) 
Involvement  during recent ANC:  
No 
 
 150 
 
40.1 
 
(34.8-44.9) 
Yes   224 59.9 (55.1-65.2) 
Involvement in birth preparedness and 
complication readiness  
Not participated 190 50.8 (44.1-54.3) 
Participated  184 49.2 (45.7-55.9) 
Involved in PMTCT No  215 57.5 (52.4-62.3) 
 Yes 159 42.5 (37.7-47.6) 
 
Male partner involvement in PMTCT   
It was identified that only less than half; 159(42.5%)  with 95% CI; (37.7-47.6) of husbands got involved in the 
reception of HIV testing, counseling and caring services; while their corresponding pregnant partners receive 
PMTC at ANC units of the health settings.  
 
Factors associated with male partner involvement in PMTCT 
In the bivariate analysis, the husband’s or male partners educational and occupational status; their involvement in 
ANC and birth preparedness-complication readiness; their knowledge level about obstetric danger signs as well as 
their attitude towards the need of male partner involvement in ANC had significant association with male partners 
involvement in PMTCT during perinatal cares. The identified factors by multivariate logistic regression analysis 
were as follow:- 
Male partners who undertake the birth preparedness and complication readiness measure before a hand of 
delivery were 2.09 times  (AOR= 2.09, 95% CI (1.13-3.9) more likely to had involved in PMTCT when  compared 
to those who did not engage in the birth preparedness and complication readiness.  
Male partner involvement in ANC had strong association with their participation in the uptake of HIV 
preventive and care services during PMTCT at perinatal care units. Where in, male partners who had accompanied 
their female partners during ANC were found to be 30 times [AOR=30.02, 95% CI (13.51-66.69)] more likely to 
be involved in PMTCT compared to their counter parts.  Having good understanding of obstetric dangers signs 
also found to favor male partner’s participation in in the receipt of HIV preventive and caring services in the 
context of PMTCT. As shown in table 5; male partners who had good knowledge on pregnancy, labor and postnatal 
danger signs were 3 times [AOR=2.987,(1.61-5.55)] more likely to get involved in PMTCT. In addition to being 
associated with the PMTCT involvement of partners, these variables are interrelated where in one has significant 
association with other. On chi-square test the male partner involvement in ANC has strong association with their 
knowledge level on danger signs (chi-square=20.919; P=0.000) and their participation in partner involvement in 
birth preparedness-complication readiness (chi-square=32.957; P=0.000).  
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Table 3: Factors associated with male partner involvement in PMTCT, by multivariate logistic regression analysis, 
in Ambo Town Oromia regional state, Ethiopia 2015 
Variables Category  Male involvement in 
PMTCT(n=374) 
 COR (95% CI)    PV AOR (95%CI)     
 Yes (%) No %    
Male partner 
participation in 
BPCR  
Didn’t  
participate  
46(12.3) 138(36.9) 1:00 
 1:00 
Participated  
113(30.2) 77(20.6) 4.403(2.830-
6.849)*** 
0.020 
2.090(1.125-
3.881)* 
Male involved 
in antenatal care 
(ANC)         
Didn’t  
accompany 
during ANC  
8(2.1) 142(38.0)  1:00 
 1:00 
Accompanied 
during ANC 
151(40.4) 73(19.5) 36.716(17.084-
78.909)*** 
0.000 
30.018(13.511-
66.694)*** 
Knowledge on 
obstetric danger 
signs  
Poor knowledge  41(11.0) 132(35.3) 1:00  1:00 
Good 
knowledge  
118(31.6) 41(11.0) 4.577(2.921-
7.171)*** 
0.001 
2.987(1.606-
5.554)*** 
Note: ***p<0.001, **p<0.01, *P<0.05  
 
Discussion 
In this study it was revealed that only less than half 159(42.5%) [with 95% CI; (37.7-47.6)] of husbands or male 
partners get involved in the reception of HIV testing, counseling and caring services in the context of PMTCT. 
This study finding is higher than the result observed in Kenya, in which the male partner involvement in PMTCT 
was found to be 22% (27). The dissimilarity may be because of sociodemographic difference between these two 
regions of Africa. It could also be  associated with  afraid of knowing one’s HIV status with the intent of high 
chance of acquiring HIV infection among Kenyan  male partners where MTCT rate  is a bit higher(6.9%)(3) than 
it is in Ethiopia in 2016 (4.2%) (4). This justification can also be supported by a study conducted in Zimbabwe 
(28); which evidenced that being afraid of knowing one’s HIV status is one of the major factors for which male 
partners failed to participate in PMTCT.  As the rate of MTCT is higher in Kenya, it may also be justified with the 
fact that women who have known their HIV positive status are less likely to invite their partners both to perinatal 
and PMTCT services; as it was evidenced by a study conducted in Mekele (29).   Similarly, despite better 
knowledge on PMTCT among male population in Amhara and Tigray regions of Ethiopia (21) ;  in this study the 
magnitude of partner involvement in PMTCT is  highest compared to the findings reported by studies in Gonder 
(Amhara region) 20.9%(30) and Mekele (Tigray region) 20.1% (29). This discrepancy could be associated with 
the likelihood of partners’ involvement in ANC in relation to the ethnic group they belongs to. Because in this 
study, which was conducted in Ambo (Oromia region), it was evidenced that belonging to Amhara [AOR= 0.355, 
95% CI (0.170-0.741)] and Tigre [AOR= 0.140, 95% CI (0.333-0.601)] ethnic group, lessen the likelihood of male 
partner involvement in ANC as compared to those belonging to Oromo tribe. Where, in other way the male partners’ 
ANC involvement has strong association with their involvement in PMTCT. But finding in this study is lower than 
the result observed by a study conducted in South Africa; where the people may have better information regarding 
health care service and even there might be different strategies promoting male partner involvement in PMTCT.   
Under binary logistic regression, in this study five variables including husbands’ educational level, 
occupation, involvement in birth preparedness, involvement in ANC and their knowledge level on obstetric danger 
signs  had  association  with partner involvement in PMTCT. Where, in multiple logistic regression the last three 
were determined to be factors associated with partner involvement in PMTCT. Male partners who participated in 
undertaking the birth preparedness and complication readiness measures were 2.09 times (AOR= 2.09, 95% CI 
(1.13-3.9) more likely to be involved in PMTCT when compared to those who did not engage. Similarly, male 
partner involvement in ANC also was found to favor the male partners’ involvement in PMTCT. Male partners 
who had ever accompanied their wives during ANC were found to be 30 times [AOR=30.02, 95% CI (13.51-
66.69)] more likely to be involved in PMTCT compared to their counterparts.  This can be justified with the fact 
that ANC is the first point of entry for the rest perinatal and other obstetric cares including PMTCT. So that the 
participants, which means a woman and/or her partner, would get the necessary information regarding all the 
perinatal care components, the PMTCT service and the neonatal health care too. And even they start to receive 
most of the cares including PMTCT on their first ANC visit. This  had been realized by  a systematic review/meta-
analysis in developing countries and a cohort study in Zambia, where in both cases it was proven that  male partner 
involvement during pregnancy had significant association with improved utilization of other maternal health 
services (31, 32). Additionally, a study in Kenya also supports  this argument, as it had revealed that, partners who 
had get the chance of reading mother-child booklets during ANC, were about 3 times more likely to be involved 
in PMTCT and receive HIV testing/ counselling services (27). Male partner involvement in birth preparedness and 
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complication readiness is also other factor increasing the likelihood of involvement in PMTCT by 2.09 folds. 
Together with others health issues, birth preparedness and complication readiness is counseled during ANC. 
Therefore, in this study too, male partners who would accompanied their wives during ANC might get counseling 
both on the birth preparedness-complication readiness and PMTCT simultaneously. On other hand, having 
information about PMTCT  among male partners increases their involvement index in uptake of the service with 
their wives;  as it had been evidenced by a study conducted in Gonder(30). Having good understanding of obstetric 
dangers signs was also found to favor male partner’s participation in the receipt of HIV preventive and caring 
services in the context of PMTCT. Male partners who had good knowledge on pregnancy, labor and postnatal 
danger signs were 3 times [AOR=2.987, (1.61-5.55)] more likely to get involved in PMTCT. Partners good 
understanding of the obstetric danger signs might change their perceived severity of  those problems and so could 
helped them to engage in to the supportive and preventive actions which ever the risk is, including the MTCT of 
HIV  infection. In congruent with this idea, health belief model states that having knowledge about a disease and 
its severity is one of the reasons which enhances people’s health care seeking behavior (33). These three variables, 
which were verified to be factors association with partner involvement in PMTCT, also are recognized to be 
interrelated among themselves. On chi-square tests, the male partner involvement in ANC had strong association 
with their knowledge level on danger signs (chi-square=20.919; P=0.000) and their participation in birth 
preparedness-complication readiness measures (chi-square=32.957; P=0.000).  Finally therefore, it could also be 
for this reason that male partner’s involvement in ANC, their good level of knowledge on obstetrics danger signs 
and their involvement in birth preparedness; all together were found to be factors associated with male partners’ 
involvement in uptake of HIV preventive services in context of PMTCT.   
 
Conclusion and recommendation  
In this study, male partner involvement in PMTCT was found to be low, wherein only less than half of husbands 
receive HIV infection preventive and care service in the context of PMTCT. The three interrelated variables ANC, 
birth preparedness-complication readiness and knowledge on danger signs were identified to be factors associated 
with male partner involvement in PMTCT. Male partners who did participated in birth preparedness-complication 
interventions, those who had been accompanied their wives during ANC and those with good knowledge about 
obstetric danger signs were more likely to be involved in PMTCT compared to their counter parts. Additionally, 
the three variables were interrelated, where both the partner’s knowledge level and engagement significantly were 
associated with the partners’ involvement in ANC. Therefore, it was justified that partners who had accompanied 
their wives during pregnancy would get the necessary information on danger signs, birth preparedness-
complication readiness, PMTC and so could be involved in the receipt of HIV preventive services in the context 
of PMTCT. 
Policy makers and health planers would be better to design programs and plans to increase mobilizing of the 
local community on creating the awareness about male involvement in Antenatal care and birth preparedness and 
complication readiness through formal/informal education by using the evidences by incorporating IEC/BCC 
materials which considering male involvement in Antenatal care and birth preparedness and complication 
readiness in the society. 
It would be better to give great emphasis on planning to increases male involvement in Antenatal care and 
birth preparedness and complication readiness in Ethiopia. 
Federal ministry of health would be better to give greater emphases to address and designing effective 
strategies that promote male partners involvement in ANC is essential in fostering male partner involvement in 
PMTCT.  
Therefore, those factors associated with male partner involvement in PMTCT would be emphatically 
considered during PMTCT program development by police makers in collaboration with others responsible bodies 
in developing countries. 
 Couple based HIV testing and counseling should be accommodated in community health service packages. 
 No opportunity should be missed to address male partners; whenever they accompany their wives for  perinatal 
cares services including ANC, delivery and postnatal care services 
 Emphasis has to be given to obstetric danger signs, birth preparedness-complication readiness and PMTCT 
matters while counselling couples at ANC. Thereby the sensitivity to uptake of available preventive services 
such as PMTCT, increases as a risk minimization measures  
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